
 DELAWARE HEALTH AND SOCIAL SERVICES 
 Division of Public Health 
 Office of Medical Marijuana 

 
 

For the most current information regarding this 
application, medical marijuana laws in the State 
of Delaware, and more see the official website: 
http://dhss.delaware.gov/dhss/dph/hsp/medmarhome.html  

VERIFICATION CHECKLIST 
 

FAXED TO:   Doctor’s Name 
                    Fax Number 
DATE:              Date Faxed 

Patient Name Date of Birth 

Patient’s Name Patient’s Date of Birth 

Initial the following attestations identified for this patient:   Determined by Office of Medical Marijuana 

 
PHYSICIAN VALIDATION 

 
1       

initial 

I verify that this is indeed my patient, that I am currently treating them for the indicated medical conditions, and 
that the signature on the Physician Certification form is mine.  

2 

      
initial 

I acknowledge the bona fide physician-patient relationship may not be limited to authorization for the patient to use 
medical marijuana or consultation for that purpose, as stated in State of Delaware Medical Marijuana Code 4470 
section 2.   Bona fide physician-patient relationship means a treatment or counseling relationship between a 
physician and patient in which all the following are present: 

(1) The physician has reviewed the patient’s relevant medical records and completed a full assessment of the 
patient’s medical history and current medical condition, including a relevant, in-person, medical evaluation of 
the patient.  

(2) The physician has created and maintained records of the patient’s condition in accord with medically 
accepted standards. 

(3) The patient is under the physician’s continued care for primary medical care and not limited to medical 
marijuana certification, for the debilitating condition that qualifies the patient for the Medical Marijuana 
Program.  

(4) The physician has a reasonable expectation that he or she will provide follow-up care to the patient to 
monitor the efficacy of the use of medical marijuana as a treatment of the patient’s debilitating medical 
condition. 

3       
initial 

I have an existing bona fide Physician Patient relationship as described in State of Delaware Medical Marijuana Code 
4470 section 2.  This patient has been under my care for _______years and _______months. 

4 
      

initial 

I have a newly established Physician Patient relationship with this patient.  (I have not treated this patient for 
previous 6 months) The patient’s initial appointment with my office was on _________.  I have attached relevant 
documentation for the qualifying condition from the previously established physician.  (The documentation is within 
the last 12 months and contains treatment information such as the duration of the condition, previous treatments 
and the results of those treatments.  Operative and radiological reports alone are insufficient.) 

5 
      

initial 

I have treated the patient for (or have documentation from a preceding physician that has treated the patient for) 
severe, debilitating pain that has not responded to previously prescribed medication or surgical measures for more 
than 3 months, or for which other treatment options produced serious side effects.  I have attached relevant 
documentation to support this statement. 
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MEDICAL MARIJUANA PROGRAM 
 

6       
Initial 

 
 

      
initial 

 
 
 

I have assessed for history of substance use disorder. (Initial here) 

 

If a history of substance abuse has been identified.  The Department of Health and Social Services (DHSS) requests 
your acknowledgement of the history of substance abuse, and your confirmation that medical marijuana is an 
appropriate treatment option (please initial here if indicated). 

7 The State of Delaware Medical Marijuana Program has received an application from the above referenced patient indicating 
treatment for the condition of Post-Traumatic Stress Disorder (PTSD) at your office.   Below is the definition the State of 
Delaware is using according to 4470 State of Delaware Medical Marijuana Code. “Post-Traumatic Stress Disorder” means 
that a patient meets the diagnostic criteria for Post-Traumatic Stress Disorder (PTSD), per DSM-5 or subsequent current edition, 
including symptoms of intense physical reactions such as tachycardia, shortness of breath, rapid breathing, muscle-tension, and 
sweating. 

 
      

initial 

I have read and understand the definition of PTSD as described in section 2 of 4470 State of Delaware Medical 
Marijuana Code.  In my opinion as a physician, duly licensed to practice medicine in the State of Delaware, the 
patient MEETS the definition as listed above. 

8       
initial 

I have attached additional comments I feel are pertinent to the decision. 

9 
      

initial 

Although the Physician Certification was included, additional information is required to assess the patient’s 
qualification for enrollment in the Medical Marijuana Program.  Please provide additional documentation, dated 
within the past year, which will further explain the patient’s qualifying medical condition, underlying causes, previous 
treatments and their results, and treatment plans for the future.  This documentation can be in the form of progress 
notes that have taken place in the last 12 months (radiological or op-reports done are insufficient). 

 
Provide additional information: 
              

              

              

              

              

                                                                                                                                                   

              

                                                                                                                                                   

                                                                                                                                                   

                                                                                                                                                   

                                                                                                                                                   

                                                                                           

                                                                                                                                                     

               
 
 

 
 

                                                                                              
Physician Signature (no stamps accepted) 

 
 

                                 
Date of Signature 

 

FAX COMPLETED FORM TO: 
Medical Marijuana Program 

302-744-5366 
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